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(Abstract \

Introduction: lymph node tuberculosis is a frequent localization of tuberculosis disease. It often poses the problem of its dif-
ferential diagnosis with other causes of chronic lymphadenopathy in tropical settings.

Method and patients: This is a descriptive cross-sectional study carried out from January 1, 2015 to December 31, 2019 in the
internal medicine department of the CHU Le Dantec in Dakar. Patients over 16 years of age with confirmed isolated lymph node
tuberculosis were included. The epidemiological, clinical, paraclinical, therapeutic and evolutionary parameters were studied.

Results: Fourty-six patients were included in the study (28 women, 18 men), ie a sex ratio of 0.64. The average age was 31
years old [16 and 70 years old]. Tuberculosis contagion was noted in 28 patients (60.8%) with an aerial predominance (19/28).
Forty patients (86.9%) had a BCG scar. Asthenia, weight loss, and vespero-nocturnal fever were constant (100%). Tuberculin
skin test (TST) was positive in 43 patients (93.4%). Thirty-four patients (73.9%) presented non-inflammatory, chronic (33/34)
non-compressive macropolyadenopathy. Cervical localization predominated (41/46). Six patients (13%) presented with an asso-
ciated abdominal localization. HIV infection was found in 4 patients. The main comorbidities were diabetes and chronic kidney
disease each in 3 cases. The outcome under treatment was favorable in 40 patients. Three patients (6.5%) were lost to follow-up
and two (4.3%) died.

Conclusion: lymph node tuberculosis is frequent. Improving the technical platform with the systematic performance of the

excisional biopsy would increase diagnostic performance.

Q(eywords: Lymph node tuberculosis ; Macropolyadenopathy; Tropical environment )

Introduction

Tuberculosis is an infectious disease, endemo-epidemic, highly
contagious with essentially human-to-human transmission,
with a predominant respiratory tropism, due to mycobacteria
of the tuberculosis complex. It is a major public health concern
[1] particularly in sub-Saharan Africa and Asia. Lymph node
tuberculosis, associated with serous inflammation, is one of the
most frequent sites of tuberculosis disease [2]. In tropical set-
tings, it often poses the problem of its differential diagnosis
with other causes of chronic lymphadenopathy.

Method and patients

This was a descriptive cross-sectional study carried out in the
internal medicine department of the CHU Le Dantec in Dakar
during the period from January 1, 2015 to December 31, 2019.
All patients over 16 years of age with isolated lymph node tu-
berculosis confirmed bacteriologically or histologically were
included. Patients with another tuberculosis site concomitantly
or under antituberculosis treatment were not included in the

study. We have studied the epidemiological, clinical, biologi-
cal, bacteriological and / or histological, therapeutic and evo-
lutionary parameters.

The data was collected on individual collection sheets and cap-
tured using the Sphinx 2000 software. The analysis and pro-
cessing of the data were carried out on the Excel 2007 software.

Results

Forty-six patients were included in the study. They all met the
inclusion criteria. During the study period, 378 patients were
followed in the Internal Medicine department for tuberculosis
of all forms. Forty-six of them presented with isolated lymph
node tuberculosis, for a hospital prevalence of 12.1%. HIV in-
fection was found in 4 patients (8.7%). The main comorbidities
were diabetes (3 cases), chronic kidney disease (3 cases) and
systemic lupus in 2 patients (4.3%). The latter were on long-
term corticosteroid therapy. The outcome under anti-tubercu-
losis treatment was favorable in 40 patients (86.9%). Four pa-
tients (8.7%) were lost to follow-up and two (4.3%) died. The
average duration of follow-up was 7.3 months.
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Discussion

Epidemiological data

Lymph node tuberculosis is one of the most common forms
of extrapulmonary tuberculosis. The frequency of lymph node
localization varies according to the series. In our study, it was
12.1%, comparable to that found in Senegal by Elguennoumi
[3] which was 12.4%. Higher frequencies were however re-
ported in the literature [4, 5, 6, 7, 8] respectively 47.68%; 31%;
35%; 54.8 and 41%.

In sub-Saharan Africa, especially in countries with a high
endemicity of HIV infection, tuberculosis has experienced a
marked increase in both its pulmonary and extra-pulmonary
location with prevalence of up to 69% [9, 10].

The advent of the HIV infection pandemic is one of the main
factors contributing to tuberculosis of all forms, in particular
extra-pulmonary locations.

Tuberculosis disease affects both sexes with a clear predomi-
nance of women (60.7%) in our study, in agreement with vari-
ous authors [6, 11] who reported 66.50% and 62.5% respec-
tively. The female gender constitutes, according to Yang et al.
[12], one of the independent risk factors identified as predis-
posing to extrapulmonary tuberculosis. In other series, a male
predominance was observed with a sex ratio between 1.2 and
2.7 (13, 14, 15, 16].

Tuberculosis is classically a disease of young adults. In our
study, the average age was 31 +/- 12 years. Two-thirds of the
patients (66%) were between 21 and 40 years old (Figure 1).
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Figure 1: Distribution of patients by age group.

This youthful affection was previously reported by other au-
thors in Senegal [3, 17], who found an average age of between
35.5 and 40 years. Notification data from the national tuber-
culosis control program in Senegal indicates that the disease
significantly affects the young population (15-44 years old),
and about 80% of reported cases are under 45 years of age.

Even though this pathology affects mainly young people, the
elderly population is not spared, particularly in the West, where
the incidence of the disease increases with age. Braune [18],
in a study of lymph node tuberculosis in non-immunocompro-
mised adults found a mean age of 69 years in the indigenous
population while patients of African origin had a mean age of
32.5 years. The decline in immune functions leading to infec-
tious susceptibility and frequent comorbidities in the elderly
could favor the emergence of the bacillus in patients who are
often infected at a young age. Tuberculosis could be the conse-
quence of an endogenous reactivation posing a topical problem
in this segment of the population whose life expectancy con-

tinues to increase.

Tuberculosis is a disease of insecurity. Indeed, more than half
of our patients (26/46) were unemployed as described elswhere
[3,19,20,21] confirming the hypothesis that tuberculosis is
generally a disease of poverty and its extra-pulmonary loca-
tion is no exception to this rule, even in developed countries
[22]. This low socio-economic level noted in our findings is in
line with the conclusions of the literature according to which
“tuberculosis is a disease of poverty”.

Clinical and paraclinical data

Tuberculosis contagion was reported in 29 patients (63%) with
a clear predominance of the air (68.9%). Diop [20] in his series
found tuberculosis contagion in 69.9% of his patients. In the
literature, this notion of contagion is reported in 10 to 25%
of patients [5]. This high proportion of tuberculosis contagion
observed in our data may largely be explained by the cross-sec-
tional nature of our study. However, tuberculosis being consid-
ered as a stigmatizing disease by our population, some patients
followed for this disease hid their disease from their relatives.

Patients consulted late as evidenced by the delay in consulta-
tion with an average delay of 7 months [2 months - 12 months]
(Figure 2).
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Figure 2: Distribution of patients by onset of symptoms.

This delay in consultation noted in our study is also observed
by other authors [1,23,24]; it was on average 6 to 7 months.
Tuberculosis regardless of its location is the cause of general
nonspecific clinical manifestations. The classic general signs
of tuberculosis disease such as deterioration of the general
condition and fever were almost constant (44/46) in our study.
This is consistent with data from numerous studies report-
ing these clinical manifestations in 90 to 100% of patients
[3,13,17,23,24]. Reported or objectified fever is a very com-
mon sign in tuberculosis disease. The latter, moreover, consti-
tutes together with the deterioration of the general condition,
the circumstances of discovery of tuberculosis, particularly in
its paucisymptomatic or deep forms.

The lymphadenopathy was large with an average of 5.3 cm
long axis [2 and 8 cm]. These macropolyadenopathies were
isolated superficial (41/46), chronic (44/46), predominantly
cervical (40/46). This frequency of cervical localization is re-
ported by various authors [21,25,9] in 95%, 85.8% and 70.6%
of cases, respectively.

According to Lacut [26], cervical locations are more frequent
with rates close to 70% in immunocompetents patients. Pro-
found involvement was not as rare (4/46). This was associated
with cervical involvement and all were non-compressive and
necrotic. This last trait, often described, is a major distinguish-
ing feature of other causes of lymphadenopathy (lymphomas,
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lymph node metastases, neoplasia, among others).

The positivity of the tuberculin skin reaction is classically
described in lymph node tuberculosis with an average of 17
mm [8 - 27mm] and phlyctenular in 67.4% (31/46) of cases.
In HIV-seropositive patients, Hochedez [15] reported a posi-
tive skin reaction in 63% of cases. However, the latter despite
being an important data in the diagnosis of extrapulmonary tu-
berculosis, its interpretation is not always easy due to errors
by excess or by default. It is statically more often positive and
phlyctenular in immunocompetent subjects [27]. Also, its neg-
ativity does not eliminate active lymph node tuberculosis [18].
Tuberculosis, especially in its extra-pulmonary location, oc-
curs with predilection in immunocompromised individuals. In
our study, HIV infection was found in 4 patients (8.7%). In
sub-Saharan Africa, HIV infection is the main risk factor for
tuberculosis disease; extra-pulmonary form often constituting
a mode of revelation as was the case in our 4 patients.

Chronic kidney disease, diabetes, autoimmune disorders were
also other risk factors for TB disease.

A biological inflammatory syndrome was noted in all our pa-
tients. The data observed in our study are in agreement with
those reported by other authors [3,15,23] thus confirming what
is classically described: tuberculosis, whatever its location, is
accompanied by an inflammatory syndrome [27]..

The definitive diagnosis of lymph node tuberculosis is based
on the isolation of the germ from the lymph node puncture
fluid which remains the gold standard or on the lymph node
biopsy which shows the tuberculous granuloma. However, the
rarity of Koch bacillus (KB) in caseous lymph node lesions
explains its negativity on direct examination in the majority
of cases as evidenced by the results of our study during which
the germ was isolated in 7 patients (15.2%), in agreement with
the data observed by Abassi [28] in Morocco which was 17%.
Cytology, because of its easy and rapid implementation, re-
mains recommended as a first-line diagnosis test in developing
and highly endemic countries. In our study, the adenogram car-
ried out in 18 patients concluded with tuberculous adenitis in
14 of them. However, this examination was supplemented by
systematic lymph node biopsy. The latter confirmed the diag-
nosis in 38 patients (82.6%). This is similar to data reported in
other studies [21,29].

In deep locations, ultrasound can be an important contribu-
tion to the etiological orientation. Satomi [30] in Japan, in a
study comparing the different ultrasound aspects of neoplastic
or lymphomatous lymphadenopathy in tuberculous lymphade-
nopathy reported in the latter an almost constant central necro-
sis. In our data, central necrosis was noted in all 6 patients with
deep lymphadenopathy.

Therapeutic and evolutionary data

There is no consensus on how long to treat for lymph node
TB. The duration of treatment in our study was on average 7.3
months. In the Bourzama study [29], the duration of treatment
was 9 months in all patients and 6 to 10 months in the Belh-
adj study [5]. Hamzaoui [21] reported that 88% of his patients
were treated for a period of 6 months. Hochedez [15] in France
reported a median duration of treatment of 9 months. How-
ever, it has been observed that the 6-month treatment would
be as effective as the 9-to-12-month treatment. The duration
of treatment should be guided by the evolution of clinical and
paraclinical signs.

The outcome under anti-tuberculosis treatment was favorable
in 86,9% (40/46) of our patients. These results are similar to

those found in Senegal by Bourzama [29] who noted a good
evolution in all his patients (100%) but also in other previous
studies [5, 15, 21, 25] which respectively reported 100%, 100
%, 95.2% and 87.5%. Classically, the evolution under regular-
ly monitored anti-tuberculosis treatment is favorable in the ma-
jority of cases with recovery of patients marked by regression
or even disappearance of lymphadenopathy. However, cases of
relapse or treatment failure may be observed, in particular in
cases of non-compliance with treatment or resistance of certain
strains to major anti-tuberculosis drugs such as rifampicin and
isoniazid [1].

Conclusion

Lymph node tuberculosis, along with pleural involvement, is
one of the most frequent extrapulmonary sites of tuberculo-
sis disease. It very often poses the problem of its diagnosis
of certainty in our countries, which necessarily involves the
systematic realization of the lymph node biopsy in front of any
subacute or chronic lymphadenopathy and the improvement of
the technical platform.

State of current knowledge on the subject
Lymphadenopathy is common in internal medicine. Lymph
node tuberculosis should be mentioned in the face of any
chronic lymphadenopathy, particularly in tropical settings.

Contribution of our study to knowledge

Tuberculosis mainly affects young subjects. Lymph node bi-
opsy should be performed systematically in the presence of any
chronic lymphadenopathy.

Conflicts of interest
The authors declare no conflict of interest.

Contributions from the authors
The authors participated equally. All authors have read and ap-
proved the final version of the manuscript.

References

1. Lanoix JP, Douadi Y, Borel A, Andrejak C, EL Samad
Y, et al. Traitement de la tuberculose ganglionnaire : des
recommandations a la pratique. Médecine et maladies in-
fectieuses, 2011; 41: 87-91.

2. Mazza-Stalder J, Nicod L, Janssens JP. La tuberculose
extrapulmonaire. Revue des maladies respiratoires, 2012;
29(4): 566-578.

3. Elguennoumi H. La tuberculose ganglionnaire : aspects
épidémiologiques, cliniques, paracliniques et évolutifs:
a propos de 117 cas colligés a la Clinique des Maladies
Infectieuses du CHU de FANN Thése Médecine, Dakar,
Sénégal, N°23, 2010.

4. Gater N, Laouar L, Nafti S. Epidémiologie de la tubercu-
lose extra pulmonaire a 'UCTMR D’Alger  Revue des
maladies respiratoires, 2015; 32: A232.

5. Belhadj L, Hariz A, Boukhris I et al. La tuberculose gan-
glionnaire : aspects cliniques, paracliniques, thérapeu-
tiques et évolutifs en médecine interne. Rev Med Interne.
2017; 38(2): A239.

6. Lakhssassi F. La tuberculose ganglionnaire : a propos de
618 cas colligés aux centres de diagnostic spécialisés de la
tuberculose (CDST) a la province de Fés (Maroc). Thése
Pharmacie, Dakar, n°24, 2005.

7. Antoine D, Epidémiologie de la tuberculose en France en
2005. Med Mal Infect, 2007; 37: 245-252.

8. CDC Reported tuberculosis in the United States. Depart-
ment of Health and Human Services C, 2009; p. 2009

9. Muluye D, Biadgo B, W/Gerima E,Ambachew A. Preva-




ijclinmedcasereports.com

Volume 18- Issue 5

10.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

lence of tuberculosis lymphadenitis in Gondar University
Hospital, North Ethiopia BMC Public Health, 2013; 13:
435.

Perenboom RM, Richter C, Swai AB, Kitinya J, et al. Di-
agnosis of tuberculous lymphadenitis in an area of HIV
infection and limited diagnostic facilities. Trop. Geogr.
Med, 1994; 46(5): 288-292.

Amrane R, et al. nquéte contrdlée comparant 2 régimes
thérapeutiques de courte durée dans la tuberculose gangli-
onnaire. Rev. Mal. Resp, 1998; 6: 53-57.

Yang Z, Kong Y, Wilson F, et al. Identification of risk
factors for extrapulmonary tuberculosis. Clin. Infect Dis
2004; 38: 199-205.

Ouedraogo M, Zigani A, Bambara M. A propos de la tu-
berculose a Ouagadougou : étude rétrospective a propos
de 2202 cas. Med. Afr. Noire, 1999; 46: 398-401.
Rabenjamina FR, Ralison A, Ralisata R. Les formes ex-
tra-thoraciques de la tuberculose en milieu hospitalier a
Mahajanga (Madagascar). Arch. Inst. Pasteur. Madagas-
car, 2000; 66 : 13-14.

Hochedez P, et al. Caractéristiques épidémiologiques,
cliniques, biologiques et thérapeutiques de la tuberculose
ganglionnaire observées chez des patients infectés ou non
par le VIH. Pathologie Biologie, 2003; 51: 496-502.
Leeds IL, Magee MJ, Kurbatova EV, et al. Site of ex-
trapulmonary tuberculosis is associated with HIV infec-
tion. Clin. Infect. Dis. July 1, 2012; 55(1); 75-81.
Soumaré M, Seydi M, Sow I, et al. Tuberculose et SIDA
a Dakar : étude rétrospective a propos de 630 cas. Rev
CAMES, 2008; 6: 97-100.

Braune D, Brevet F, Hachulla E. La tuberculose ganglion-
naire en France chez 1’adulte non immunodéprimé : une
pathologie qui reste d’actualité. Rev. Med. Interne, 1998;
19: 242-246.

Agba E Tuberculose extra-pulmonaire: aspects épidé-
mioloques, cliniques, paracliniques et évolutifs a propos
de 152 cas colligés a la clinique Ibrahima Diop Mar du
CHNU de Fann. Thése Médecine, Dakar, n°131, 2009.
Diop MM, Tour¢ K, Bousso S, Diop M, Leye A, et coll.
Prévalence et formes cliniques de la tuberculose extra-pul-
monaire dans le district sanitaire de Thies. RAFMI, 2017,
4(2): 6-9.

Hamzaoui G, Amro L, Sajiai H, et coll. Tuberculose gan-

22.

23.

24,

25.

26.

27.
28.

29.

30.

31.

glionnaire : aspects épidémiologiques, diagnostiques et
thérapeutiques, a propos de 357 cas. Pan Afr Med J, 2014;
19: 157

Przybylski G, Dabrowska A, Pilaezynska-Cemel M,
Krawiecka D. Unemployment in TB patients-Ten Year
observation at Regional Center of Pulmonology in Bydgo-
szcz, Polan. Med Sci Monit, 2014; 20: 2125-2131.

Sebti K. Nouveaux cas de tuberculose : aspects épidémi-
ologiques, cliniques, paracliniques et évolutifs a propos de
894 cas colligés a la clinique des maladies infectieuses du
CHNU de FANN. Thése Médecine, Dakar, n°28, 2014.
Denis Delpierre N, Merrieu D, Billaud E, et al. Tubercu-
lose extra-pulmonaire dans la région Centre Ouest : étude
rétrospective de 217 cas. Press Med. 1998; 27: 341-346.
El Bied B, Afif H, Mokahli S, Aichaine A, Bouayad Z, et
al. La tuberculose ganglionnaire: a propos de 240 cas. Rev
Mal Respir, 2007; 24: 27.

Lacut JY, Dupon M, Paty M.C. Tuberculoses extra-pul-
monaires : revue et possibilités de diminution des déclarés
d’intervention thérapeutique. Med. Mal. 1995; 25: 304-
320.

Gentillini M. Tuberculose P 304-324. In Med Trop, Flam-
marion, medicine-sciences, France, 1993.

Bourzama S. Adénopathies cervicales tuberculeuses a pro-
pos de 11 cas colligés de 2009 a 2011 au service d’ORL-
CCF de I’Hopital Général de Grand Yoff (HOGGY).
Thése Médecine, Dakar, n® 166, 2014.

Satomi A, Hayato M, Kaori S, Kazuo S, Yasuhiko A. Ul-
trasonographic differentiation between tuberculous lym-
phadenitis and malignant lymph nodes.J Ultrasound Med,
2001; 20: 533-538.

Abbassi H. Tuberculose ganglionnaire cervicale : Typage,
culture et antibiogramme. Mémoire de fin de spécialité
en ORL, Faculté Médecine et de pharmacie Fés, Maroc,
2013.Caron P. Thyroiditis and SARS-CoV-2 pandemic: a
review. Endocrine, 2021; 72: 326-331. PMID: 33774779;
PMCID: PMC8000691.

Rotondi M, Coperchini F, Ricci G, Denegri M, Croce L,
Ngnitejeu ST, et al. Detection of SARS-COV-2 receptor
ACE-2 mRNA in thyroid cells: a clue for COVID-19-re-
lated subacute thyroiditis. J Endocrinol Invest, 2021; 44:
1085-1090. PMID: 33025553; PMCID: PMC7538193.



http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected
http://Ruggeri RM, Campennì A, Siracusa M, Frazzetto G, Gullo D. Subacute thyroiditis in a patient infected

